Each of these groups presents special interests, difficulties and pitfalls. In the first and second groups we may be lulled into a sense of false security in that we know all about the patient, and miss some disease which has been present all the time or has developed insidiously and has been masked by the familiar cough or backache. Here it is that the group practices which are developing all over the country are especially valuable, for a colleague may well notice a sign which has been missed by the regular medical attendant. In my own recent experience, I have missed the insidious development of hyperthyroidism in a woman who was suffering from chronic alcoholism; and uremia due to an enlarged prostate in a man who had retention of urine with overflow, but no difficulty in passing urine on examination. He did, however, have a headache and a very dirty tongue. Failure to evaluate these symptoms led to the mis-diagnosis.
The third group of cases, includes the new patient with the old disease, the patient who has just come into one's practice and has been under the care of his or her doctor for years. The group might well be described as the old patient with the new doctor. Here it is necessary to proceed with great caution. Firstly, we must satisfy ourselves that there is no immediate medical urgency, and then await the notes from the previous doctor-otherwise we start a whole series of unnecessary investigations which could have been avoided by a little patience. Here it is that the value of the Health Service Medical Card is becoming apparent, for we can gain great insight into the personality of the patient from consideration of his previous illness, apart from having notes of special examinations and the opinion of his previous doctor as to the diagnosis. As a counsel of perfection, this opinion may well be written on a separate continuation sheet when the patient is transferred from one list to another.
In the fourth group, all the factors are unknown. The diagnosis must be made as quickly as possible.
Knowledge -of the preValence of epidemic diseases in the district, of the occupational hazards of the patient and a readiness to appreciate clues of any sort can be used to make the primary diagnosis.
A consultation for an extremely trivial condition is often the excuse to come to the doctor to discuss a far Mnore serious psychiatric or psychoneurotic problem.
In modern medicine it is necessary to confirm the original clinical diagnosis. In general pr4poce the thef4pautic'test is one very important method. The exhibition of a specific drug which cures the disease confirms the diagnosis, e.g. Vincent's angina is cured by penicillin; a very high proportion of cases of impetigo also are controlled by penicillin; but if the rash does not clear in a few days, the specific diagnosis must be reviewed and the sensitivity of the organism investigated. Bacillus coli cystitis is usually controlled by the sulphonamide group of drugs. If it is not, it behoves us to look for an underlying disease of the kidney or bladder. The only way of confirming the diagnosis of chronic meningococcal bacteriemia may be by the control of the disease by sulphapyridine, for it is extremely difficult to obtain the organism in blood culture.
The facilities for laboratory and radiological confirmation of diagnosis are becoming more and more available to the general practitioner. All over the country he has ready access to the Public Health Laboratory Service, and in many places the facilities of a heematological and biochemical laboratory and X-ray department are now at his service.
The ability of the general practitioner of Medicine to make a diagnosis and then set out to prove it or have it disproved is particularly important in those suffering from functional disease. For if the general practitioner makes a firm diagnosis and this is proved by hospital investigation and consultation, the patient is well on the road to rational therapy, whilst, on the other hand, if the general practitioner expresses doubt in the early stages, it is unlikely that consultant opinion will ever really remove it from the patient's mind.
Diagnosis of the patient means, to the general practitioner, an appreciation of the pathological process from which he is suffering, a knowledge of the environmental stress to which he is exposed, and an assessment of his personality. [November 19, 19521 DISCUSSION ON PEPTIC ULCERATION Dr. Margarethe Mautner: It is in the hope that the scattered observations of other general practitioners may help to throw some light into the darker corners of this field that I propbse to put before you some of the problems which have arisen in my practice.
A woman doctor's practice naturally includes a much larger number of female than male patients. Our practice-my partner is also a woman-is approximately 25 % male and 75 % female, but of the males a considerable number are children and therefore not subject to peptic ulcers. Nevertheless, about two-thirds of our ulcer cases occurred in male patients.
The local cottage hospital is staffed largely by general practitioners. With the help of a radiologist and a pathologist I can have my cases investigated without referring them first to an Out-Patient department. They are often admitted after only a short waiting, period when I can control their in-patienttreatment myself inconsultation with the visiting physician or surgeon, and follow them up subsequently in the surgery or in their own homes.
The =cent report of the Medical Research Council on "Occupational Factors in the AEtiology of Gastric and Duodenal Ulcers" (Doll and Avery, 1951) estimates that peptic ulceration accounts for thirty-three days sickness absence per annum per 100 men employed, and out of a population of nearly 43,000,000 in .England and Wales it is stated that nearly I,500,000 have or have had a peptic ulcer. Thisoreiport also points out that the actual incidence in the general public is probably appreciably higher tha that estimated. It is'likely that a number are missed because they present themselves to
